To achieve faster and equitable improvements in maternal and child health outcomes, the government of India launched the National Rural Health Mission in 2005. This paper describes the equityenhancing role of the public sector in increasing use of institutional delivery care services in India between 2004 and 2014. Information on 24 661 births from nationally representative survey data for 2004 and 2014 is analysed. Concentration index is computed to describe socioeconomic-rank-related relative inequalities in institutional delivery and decomposition is used to assess the contributions of public and private sectors in overall socioeconomic inequality. Multilevel logistic regression is applied to examine the changes in socioeconomic gradient between 2004 and 2014. The analysis finds that utilization of institutional delivery care in India increased from 43% in 2004 to 83% in 2014. The bulk of the increase was in public sector use (21% in 2004 to 53% in 2014) with a modest increase in private sector use (22% in 2004 to 30% in 2014). The shift from a pro-rich to pro-poor distribution of public sector use is confirmed. Decomposition analysis indicates that 51% of these reductions in socioeconomic inequality are associated with improved pro-poor distribution of public sector births. Multilevel logistic regressions confirm the disappearance of a wealth-based gradient in public sector births between 2004 and 2014. We conclude that public health investments in India have significantly contributed towards an equitable increase in the coverage of institutional delivery care. Sustained policy efforts are necessary, however, with an emphasis on education, sociocultural and geographical factors to ensure universal coverage of institutional delivery care services in India.
Introduction
Delivery by skilled birth attendants (SBAs) and receiving institutional care at birth can significantly reduce the risk of maternal and neonatal deaths attributable to prematurity, intrapartum or postpartum complications (Carlo et al. 2010; de Bernis et al. 2003; Kassebaum et al. 2016; Paxton and Wardlaw 2011; Randive et al. 2014; Rooks et al. 1989; Wong et al. 2017; Yuan et al. 2014) . Universal coverage of skilled delivery care services has therefore been a global development goal for many years (Kruk et al. 2008; Mckinnon et al. 2014; Mills 2014) . Developing countries display slow progress, however, in providing universal coverage of institutional delivery care services. Also, substantial within-country socioeconomic gradients exist in terms of birth location, which further intensifies socioeconomic inequities in maternal and neonatal mortality (Kruk et al. 2008; Wong et al. 2017) . India is no exception to this phenomenon (Pathak et al. 2010) . Between 1992-93 and 2005-06 , SBA-assisted deliveries increased by only 13 percentage points (from 36 to 49%) in India. Further, there were rather negligible improvements among the poor during this period (from 17 to 19%) with an overall difference of 71 percentage points in institutional delivery between highest and lowest household wealth quintiles in 2005 -06 (IIPS 2005 .
To achieve faster and more equitable improvements in maternal and child health outcomes across the country, the government of India launched the National Rural Health Mission (NRHM) in 2005, which expanded into the National Health Mission (NHM) in 2013 (Department of Health and Family Welfare 2013-14) . The programme focused on infrastructural and human resources strengthening across public health facilities to expand coverage of maternal and child health care services. Interventions included a nationwide conditional cash transfer programme, which was launched to promote institutional delivery with an emphasis on free provision of drugs, diagnostics and drop-back facilities for pregnant women and mothers. In addition, a large network of community health workers was established to improve healthcare knowledge and awareness and as well as linkages between communities and the public health system (Department of Health and Family Welfare 2013-14) .
Inefficient targeting and misappropriations of public investments, however, have been major policy concerns in India and other low-and middle-income countries (LMICs) (Bardhan and Mookherjee 2005; Khera 2008; Mahal 2005; NCAER 2000; Olken and Pande 2012) . Studies in the pre-NRHM (pre-2005) settings find sharp socioeconomic gradient or pro-rich bias in utilization of health care services (Mahal 2005) . Early assessments of NRHM interventions reveal a positive impact on usage of institutional delivery care services (Lim et al. 2010; Mohanty and Kastor 2017; Powell-Jackson et al. 2015; Vellakkal et al. 2017) ; usage increased from 39% in 2005 -06 to 79% in 2015 -16 (NFHS 2015 . However, none of these studies specifically quantified the publicsector contribution to increasing usage of institutional delivery care services or to reducing socioeconomic inequalities in utilization of institutional delivery care services as compared to private sector contributions.
Prior to NRHM (in 2005), the private sector accounted for over one-half of the total institutional births in India and had a pro-rich bias (IIPS 2005-06) . But post-implementation of NRHM, usage of institutional delivery care services was expected to equalize across socioeconomic groups as everyone should have theoretically been able to financially and geographically access public services. An explicit quantification of institutional delivery care services uptake would offer an important perspective on the role of public investments and public health interventions in reducing socioeconomic inequalities in maternal and child health in LMICs (Lewin et al. 2008) . These inferences would inform policy debates about how the public vs. private sectors can scale up health care services and reach various socioeconomic groups in a span of a decade (Mills 2014; Reddy et al. 2011) .
Although substantial increases in public health investments may be an important strategy for achieving health equity, the equityenhancing effect of such programmes varies across countries. Recent studies on Nepal (Ensor et al. 2017) and Philippines (Paredes 2016) find that the benefits of such interventions are skewed in favour of better-off households. It is unknown whether NRHM increased equity in terms of institutional delivery care services utilization in India. However, it is an important question in the face of shrinking public health financing globally. This paper, therefore, aims to describe the public sector role in increasing usage of institutional delivery care services in India among ever-married women below 50 years between the years 2004 (pre-NRHM) and 2014 (post-implementation of NRHM).
Using nationally representative household survey data, we quantify the equity-enhancing contributions of the public sector by employing econometric analysis as well as an innovative sourcedecomposition of the concentration index that is widely used to measure the socioeconomic rank related inequality in health outcomes (Erreygers 2009; Wagstaff et al. 1991) . The decomposition partitions the contributions of the public sector and the private sector to overall socioeconomic inequalities and also highlights the inter-temporal change in socioeconomic inequalities attributable to each sector. A second motivation of this analysis is to draw attention toward quality of care as being an important next research step (MOHW 2005-09) . The NRHM was conceived against the backdrop of the Millennium Development Goals, which almost exclusively emphasized coverage issues. Moving a decade forward, the Sustainable Development Goals now present a strong emphasis on quality of care (WHO 2015) . Findings from this study may motivate policies and research on quality of care provided by the public sector, and promotes efforts for developing nationally representative data on quality issues.
Data and methods

Data
This study analyses publicly available de-identified data obtained through two cross-sectional nationally representative household surveys: the Morbidity and Health Care Survey, specifically the 60th Round by the National Sample Survey Office (NSSO), which was conducted in 2004, and the Social Consumption Health Survey, which was the 71st Round by the NSSO in 2014. These surveys are led by the Ministry of Statistics and Program Implementation, Government of India and are a major source of information for research and policymaking in India (NSSO 2006 (NSSO , 2015 . These surveys adopt a two-stage stratified design whereby census villages in rural areas and urban blocks in urban areas form the first-stage units (FSUs), and households as the second-stage units (SSUs). At the national level, the total sample size for these studies represented 73 868 households (47 302 rural, 26 566 urban) in 2004 and 65 932 households (36 480 rural, 29 452 urban) in 2014. These surveys collected comparable information on health status and morbidity, treatment-seeking and financing of hospitalization (inpatient) and ambulatory (outpatient) care services across surveyed households for the reference period of 365 and 15 days, respectively. Information is also available on the source of treatment (public and private sector facilities). The surveys provide household-level information on socioeconomic and demographic characteristics. The survey elicits information on prenatal, delivery and postnatal care among women in the reproductive age Group (15-49 years). The total sample for this study is 6920 births that took place within the 365 days before 2004 data collection and 17 741 births that took place within the 365 days before 2014 data collection.
Search strategy
We searched PubMed for articles using the search terms 'institutional delivery' and 'public sector' and 'socioeconomic inequality' and 'India'; 'institutional delivery' and 'socioeconomic inequality' and 'NRHM'; 'SBA assisted births' and 'public sector' and 'socioeconomic inequality' and 'India'; 'SBA assisted births' and 'socioeconomic inequality' and 'NRHM' in the title. These four searches identified 19 unique entries. We searched Google Scholar using the same search strategy and did not identify any additional studies. For the scientific literature, we selected only empirical studies that were published in peer-reviewed journals and were focused on the assessment of institutional delivery coverage following the NRHM. Only four studies, identified from these searches, were relevant for the empirical analysis. Two studies used household survey data of 2007-08 and showed a positive impact of NRHM on levels of institutional delivery (Lim et al. 2010; Powell-Jackson et al. 2015) . One study examined socioeconomic inequality in institutional births in pre-and post-NRHM period (Vellakkal et al. 2017 ) and the other study examined incidence of catastrophic health expenditure on delivery care (Mohanty and Kastor 2017) . However, none have quantified the public sector contribution to reducing socioeconomic inequalities in utilization of institutional delivery care services as compared to private sector contributions.
Key outcome and correlates
Births were recorded as taking place within an institutional setting or not and further, whether the place of delivery was home-based, public sector delivery, or private sector delivery. The latter two components combined are referred to as institutional delivery. Deliveries in health sub-centres (HSC), primary health centres (PHC), dispensaries, community health centres (CHC) and public hospitals are considered as public sector, and deliveries in private clinics and hospitals are considered as private sector. The survey provides information on household size and household usual consumer expenditure in a month. This information is used to compute household monthly per capita expenditure (MPCE), which was grouped into quintiles with the lowest quintile representing the poorest households. We refer to this variable as household wealth and use it as a key indicator of household socioeconomic status. We also include other demographic and socioeconomic covariates such as maternal age, maternal education, household social class, religion, and occupational background as well as place and region of residence. Education categories are defined on the basis of standard milestones of the Indian education system: illiterate (0 years), primary education or below (1-5 years), secondary education or below (6-10 years), higher education (11þ years). Four prominent social group classifications were included: scheduled tribes (ST), scheduled castes (SC), other backward classes (OBC) and other. Finally, the year 2004 is regarded as pre-NRHM whereas the year 2014 is considered as post-NRHM.
Concentration index and curves
We use the concentration index (CI) to assess socioeconomic-rankrelated relative inequalities in health (Erreygers 2009; Wagstaff et al. 1991) . The CI is defined as
where h is the health variable (institutional delivery here), m h is the mean of the health variable, i: (i ¼ 1, 2, . . . n) represents a given population; and q i is the socioeconomic rank with the best well-off individual ranked first and the least well-off ranked last. In the case of ties, each member of the tied group is assigned the average rank of the group. The CI ranges between þ1 and À1 with zero depicting no inequality and large positive (negative) values suggesting higher concentration of institutional delivery among the richer (poorer) sections. We also report the standard errors for the inequality estimates as well as the statistical significance of difference between the CIs for the years 2004 and 2014. In addition, we present the concentration curves (CC) to graphically display the relative concentration of institutional births vis-à -vis socioeconomic status. The CC displays the cumulative proportions of the population (ranked by MPCE) on the x-axis against the cumulative proportions of births as per type of delivery care on y-axis. If type of delivery care is evenly distributed then the CC will coincide with the diagonal (line of equality). However, if it is concentrated among higher (lower) MPCE quintiles, then CC lies below (above) the diagonal. For interpretative purposes, the farther the CC from the diagonal, the greater would be the degree of inequality. The CI is computed in Stata 15.0 using the conindex routine (O'Donnell et al. 2016).
Source-decomposition of concentration index
Further, in order to quantify the contributions of the public sector towards inequality reductions, we present a simple decomposition of the CI. Given the proportion of public sector, private sector and total institutional births, the sector-specific contribution towards total CI value for a particular time period (t) can be written as follows (Lerman and Yitzhaki 1985) .
where m public is the proportion of public sector births in total births, m private is the proportion of private sector births in total births and m total is the proportion of total institutional births in total births (m public þ m private ¼ m institutional ). A division of the total decomposition expression by C t will provide the proportion-weighted percentage shares of public and private sector in total socioeconomic-rankrelated inequality. Further, the change in CI between two periods (t 1 and t 2 ) can be decomposed as follows.
A throughout division of the decomposition expression by (C t1 -C t2 ) provides the respective percentage shares of public and private sectors in explaining the total change in inequalities between the two periods.
Source-decomposition of Erreygers index
As suggested by Erreygers and Van Ourti (2011) , it is useful to examine both absolute and relative inequalities while examining socioeconomic inequalities in health. The latter implies the value of the index to remain constant for any proportional change in health status of all individuals whereas the former demands that adding same amount to everyone's health status should leave the index value unchanged. While the CI provides insights regarding the relative inequalities, it is also useful to examine absolute inequalities by using the Erreygers index (EI). In addition, the index EI satisfies the mirror property whereby inequalities in health and ill-health provide a similar index value or magnitude of inequality (Erreygers 2009) .
Following the same notations and interpretation as for the CI, the EI is defined as:
Further, the EI can be decomposed as follows:
Division of the total expression by E t will provide the respective shares of public and private sector in total socioeconomic rank related inequality. Further, the change in EI between two periods (t 1 and t 2 ) can be decomposed as follows.
A throughout division of the above expression by (E t -E t2 ) will provide the respective shares of public and private sectors in explaining the total change in inequalities between the two periods. For brevity, the results of the Erreygers Index are not included in the main text but are available in Supplementary Tables S2 and S3 (Supplementary data are available at Health Policy and Planning online).
Econometric analysis
Finally, we present the results of multinomial logistic regression analysis to examine changes in the socioeconomic gradient (wealth-and education-based) of public sector and private sector delivery care use vs home-based births between 2004 and 2014. For a sensitivity analysis, we employ binary logistic regressions to assess use of institutional delivery care services vs home-based births. Also, these regressions are performed on the specific year sample as well as the pooled sample. Estimates based on the pooled regressions for both years are included to allow for an interaction effect between period of survey and the proxy for socioeconomic status through MPCE quintiles and maternal education. This approach also facilitates a direct Wald test to compare the significance of change in socioeconomic gradient between the two periods. All the analyses use sampling weights as prescribed by the NSSO (NSSO 2015).
Results
Utilization of institutional delivery care in India increased substantially from 43% (95% CI 42-44) in 2004 to 83% (95% CI 82-83) in 2014 (Table 1) . Further, the increase in utilization was more than 2-fold in rural areas (35% in 2004 to 80% in 2014) . At the national level, the bulk of the increase was in public sector use (21% in 2004 to 53% in 2014) with a modest increase in private sector use (22% in 2004 to 30% in 2014) . This pattern is similar for both urban and rural areas. In 2004, utilization of institutional delivery care had a significant socioeconomic gradient (Table 2) , with a difference of 63 percentage points between the poorest (24%) and the richest (87%) household wealth quintiles. In 2014, however, the utilization gap between the poorest and richest quintiles had reduced (73 and 96% use, respectively). The ratio of institutional delivery care for the richest and poorest household quintiles had reduced from 3.6 to 1.3. Most of the increase in institutional births across poor households occurred in the public sector (Supplementary Table S1 The CC reveal the changing distributional dynamics of institutional births in India (Figure 1) . Figure 1a shows that in 2004 the distribution of institutional births was pro-rich in nature, but in 2014 the CC are aligned with the diagonal signifying equity gains during the 10-year period. Figure 1c shows that in 2014 the public sector births have a clear pro-poor distribution while it was marginally pro-rich in 2004. Private sector births continue to display strong pro-rich distribution in both years (Figure 1d ). Home-based births display greater concentration among the poorer households (Figure 1b) . Similarly, the CI values for institutional delivery shows a significant reduction from 0.239 ( Table 3 also presents the CI source-decomposition results. In 2004, the public and the private sector accounted for 17 and 83% of the total CI value for socioeconomic inequality in institutional delivery. In 2014, the public sector displayed a strong inequalityreducing effect that substantially counters the inequality-inducing effect of the private sector. Similar equity-enhancing effects of the public sector are observed across rural and urban areas. The CI value registered a decline of 0.185 between 2004 and 2014 and source-decomposition indicates that 51% of these inequality reductions are associated with improved pro-poor distribution of public sector births. A similar contribution of public sector is noted in rural areas. In urban India, the contributions of public and private sector in total inequality reductions is estimated to be 35 and 65%, respectively, indicating an uptake of private sector delivery care services by households with low and medium wealth. Table 4 presents relative risk ratios from the pooled multinomial logistic regression to discern the socioeconomic gradient in distribution of public sector births during 2004 and 2014. The analysis is adjusted for sociodemographic correlates including maternal age, maternal education, place and region of residence, social and religious background of the household and period of survey (see Supplementary Table S6 -Supplementary data are available at Health Policy and Planning online). In 2004, there was a significant socioeconomic gradient in both public and private sector births (compared to home-based births). Women from the richest households were 1.97 times [95% CI 1.25-3.10] more likely to have public sector births than home-based births. The relative odds of having a private sector birth were very high for women from the richest households (7.41 times 95% CI 4.69-11.7). The relative odds for household wealth quintile group significantly differ from the reference category (the poorest household wealth quintile). In 2014, there was no significant wealth-based difference in the odds of having a public sector birth vis-à -vis a home-based birth. Maternal education, however, displayed a significant gradient in use of both public and private sector births in both 2004 and 2014.
For a sensitivity analysis, we fit separate multinomial logistic regressions for the years 2004 and 2014. We arrive at similar conclusions about the presence of a wealth-based gradient in public sector births in 2004 with no evidence of a gradient shown in 2014 (Supplementary Table S5 -Supplementary data are available at Health Policy and Planning online). We also run year-specific as well as pooled logistic regressions to discern the socioeconomic gradient in institutional delivery in both public and private sector births (Supplementary Table S4 -Supplementary data are available at Health Policy and Planning online). These results confirm the attenuation in socioeconomic gradient in the post-NRHM period. The odds ratio of having institutional birth for the richest household quintile reduced from 3.70 (95% CI 2.41-5.70) to 2.05 (95% CI 1.35-3.34). Also, in 2014, the gradient across the lowest, second and middle household wealth quintiles was statistically indistinguishable at 5% level of significance. In fact, the decline in socioeconomic gradient in use of institutional delivery care in the post-NRHM phase is also apparent from unadjusted pooled multinomial regressions (Supplementary Table S7 -Supplementary data are available at Health Policy and Planning online). Finally, although the analysis emphasizes relative socioeconomic inequality, we arrive at similar conclusions based on a similar index of absolute socioeconomic inequality (Supplementary Tables S2 and S3 -Supplementary data are available at Health Policy and Planning online).
Discussion and conclusion
This study suggests encouraging evidence about the positive impact of public sector investment on increasing usage of institutional delivery care. After the implementation of NRHM, there was a 2-fold increase in use of institutional delivery care services in India (43-83%) from 2004 to 2014. This increase was primarily associated with substantial uptake in public sector services among the poor. Consequently, the patterns of socioeconomic inequalities in delivery care also changed. Prior to NRHM, utilization of public sector delivery care services had a pro-rich bias whereas post-NRHM the distribution has turned pro-poor. This shift substantially reduced both absolute and relative socioeconomic inequality (Barros and Victora 2013; Erreygers 2009 ) in institutional delivery in India. Source-decomposition of the concentration index reveals that over one-half of the reductions in relative socioeconomic inequality are attributable to increased uptake of public sector delivery care services among the poor. The econometric analysis confirms the disappearance of a prorich gradient in utilization of public sector delivery care services. Also, it is important to highlight that individual attributes such as women's education, her social group affiliations and place of residence were associated with institutional delivery across the public and private sectors. For example, women with higher education and women belonging to the highest wealth quintile were more likely to use private sector delivery care.
Our findings are consistent with previous evidence and inferences regarding role of NRHM implementation in promoting RD, rate difference of institutional delivery rates between highest and lowest MPCE quintiles; RR, rate ratio of institutional delivery rates between highest and lowest MPCE quintiles. The null hypothesis is that there is no difference between the index values for the years 2004 and 2014. Significant P-values suggest that the null can be rejected. All the index values are significant at 5% level. The EI is same for institutional births and home-based (non-institutional births) as these indicators are a mirror image of each other. DCI ¼ CI 2004ÀCI 2014. ***P < 0.01.
institutional delivery care and in reducing socioeconomic inequalities. For instance, Powell-Jackson et al. (2015) infer that financial incentives under NRHM could lead to a substitution away from private sector delivery care use while also leading to greater uptake of delivery care services among the poor. Similar inferences were earlier derived by Gertler and van der Gaag (1990) who noted that incentives-based promotion of public sector care can lead to a substitution away from both private health providers and homebirths. Also, as noted by Lim et al. (2010) , we note that there is still considerable scope for improved targeting of the poorest sections of the population to further increase the coverage of institutional delivery care. At present, more than one-quarter of women from poorest households continue to rely on home-based delivery care. Nevertheless, as noted by Vellakkal et al. (2017) and Mohanty and Kastor (2017) there has been considerable reductions in the richpoor gap in utilization of institutional delivery care services in the post-NRHM period. These findings are in line with the general expectations from implementation of such public interventions (Gertler and van der Gaag 1990) . They are also similar to findings from a few other studies conducted in LMICs where similar public health programmes have been associated with increased uptake of delivery care services (Barros and Victora 2013; Hatt et al. 2007; Må lqvist et al. 2013; Muray et al. 2014) . However, these results have never been shown before in India nor have such findings been seen anywhere else in such a short period of time. As indicated by the EI and the Concentration Index the most notable impact of public sector delivery care services is in reducing both absolute and relative socioeconomic inequality, respectively. This evidence suggests that public health investments are an effective means to achieve rapid improvements in utilization of health care services and can reduce socioeconomic gradients (Mills 2014) . However, such equity-effects should not be considered as an automatic outcome (Ensor et al. 2017; Paredes 2016; Yuan et al. 2014) .
It is also worth noting that the contribution of the private sector to overall socioeconomic inequalities is particularly strong in urban areas. Such differentials across rural-urban settings and a dominant utilization of private sector services by richer households signify possible variations in quality of care and health care services between these sectors. Studies have identified concerns about quality of care and infection management practices at all types of public health facilities in India (Hulton et al. 2007 ). In addition, public health facilities may not be well-equipped with emergency obstetric care (EMOC) management and may not be able to provide C-section birth services on a need-basis (Paxton and Wardlaw 2011) . Thus, increases in institutional births are not necessarily associated with equitable access to such services as seen in Bangladesh, Ghana, Indonesia and Philippines (Anwar et al. 2015; Zere et al. 2012) . Further growing disparities in quality of care can also have adverse implications in the form of distorted delivery care preferences and clinical practices related to C-section births (Chaillett et al. 2015; Feng et al. 2014) . Future research is therefore needed on socioeconomic gradients in quality of skilled delivery care received.
Finally, despite substantial improvements, home-based births continue to be a major concern. About one-fifth of births in India occur in home-based settings though such births are more likely to be influenced by non-income factors given little wealth-based gradient for institutional births vs. home based births as well as public sector births vs. home-based births. In particular, the econometric analysis indicates that illiteracy is a major risk factor for noninstitutional births and that it continues to have an important role in the post-NRHM period.
The present analysis is sensitive to the following limitations. First, the cross-sectional nature of the data and survey design do not allow us to infer causality. Second, the results presented here cannot claim that the public sector is also associated with equity improvements in quality of care as data on quality were not available. We N ¼ 24 663; Pseudo R 2 ¼ 0.256. Home-based birth is the reference category for the relative risks ratios (RRR) reported for the public-sector births and privatesector births, respectively. The model includes an intercept term and is also adjusted for maternal age, household social group, religious background, occupational background, place of residence, region of residence and time period. ***P-value: at 1%, **at 5% and *at 10% level of significance.
are also not able to assess the respective contributions of supply side improvements and demand side financing in improving uptake of public sector services. Similarly, a lack of information on the nature of delivery care (C-section or normal) and use of EMOC services further prohibits any analysis associated with these dimensions of institutional births. Finally, we could not assess whether such equity enhancing contributions were uniform across all regions and states in India due to sample size limitations.
In conclusion, this study finds that public health investments in India have significantly contributed toward increases in the usage of institutional delivery care services from 2004 to 2014. In particular, public health investments have rendered significant equityenhancing contributions by providing delivery care services to poorer sections of the population and increasing uptake of delivery care services in public sector hospitals and health centres. The results suggest that the NRHM supported strengthening of public health facilities through investments in health infrastructure, improvements in clinical staff and services, and provisioning of financial incentives for delivery care. Critically, it has helped reduce a wealth-based socioeconomic gradient in coverage of institutional delivery care services in India (Crisp and Chen 2014) .
Given the encouraging evidence, sustained policy efforts are necessary to achieve further reductions in the prevalence of homebased births and to reduce a delivery care use gradient based on maternal education (Bhutta and Black 2013; Murray 2015) . Our analysis suggests that greater emphasis on education, sociocultural and geographical factors can be critical to ensure universal coverage of institutional delivery care services. We believe that, besides evoking quality concerns, this equity argument should be a call to politicians and other policymakers to increase support for public health sector investment and prevent reductions in public health financing. These findings are novel and may enrich the clinical and policy discussion regarding universal access to skilled delivery care services. In particular, public sector investments can ensure rapid expansion of a basic clinical intervention that has high relevance for maternal and child health. Also, focusing on public sector investment presents an important policy approach for reducing socioeconomic in equity in LMICs.
